Introduction
Once known as the 'Happy Isles', the small Western Pacific nation of the Solomon Islands (SI) experienced a number of episodes of internal conflict, transforming it into the 'Happy Isles in Crisis' (Moore 2004) . In May 2006, the Prime Minister, Manasseh Sogavare, presented the government's vision for the future. Among the policy proposals was the simple statement: 'government will strengthen mental health services and take measures to extend such services to vulnerable groups' (Solomon Islands Prime Minister 's Office 2006: 41) .
This research commenced in 2006 and explored systematically how policy decisions regarding mental health and wellbeing, over the previous 10 years, were made and incorporated into the national agenda.
Mental disorders and psychosocial problems 1 present a significant global public health burden and are attracting increasing attention (Patel 2008) . They are stigmatizing, posing stress on the community and services; securing equitable and effective treatment and support is an ongoing human rights challenge (WHO 2001; Psychosocial Working Group 2003a , 2003b Prince et al. 2007) . Attention has been devoted to mental health and wellbeing in the aftermath of violent conflict, reflecting awareness of increased rates of psychosocial problems and mental disorders accompanying such crises (Baingana et al. 2005; Silove and Steel 2006) , together with a perception that additional support and services are required for those who have experienced 'trauma'. Intensified interest of donors and international nongovernmental organizations (NGOs) is often present, albeit typically for the short term (Stockwell et al. 2005; De Vries and Klazinga 2006) . Powerful international actors (bilateral donors, United Nations agencies and NGOs) influence the direction of policy and practice; their access to funds and analytic insights places them in a position of power relative to national government and local professionals (Das 2009 ). Thus, while international engagement and funding opens opportunities to rethink, reshape and redirect activities, there remains a risk that poorly designed policies and services may be introduced and may undermine local capacity, expertise, resilience and sustainability.
Debate concerning good development practice in fragile states and in their health sectors is ongoing and intensifying (see Kumar 1997; Paris 2004; Zwi and Grove 2006; Health and Fragile States Network 2009 ). Approaches differ depending on whether one is dealing with a state which is weak, but committed to addressing the needs of its citizens, as in SI, or whether the state itself is repressive, violent and undermines human rights, thus making it a major part of the problem.
Background: Solomon Islands and objectives of the project
Located in the Pacific Ocean to the east of Papua New Guinea (PNG), SI comprise nearly 1000 islands covering a land area of 30 400 km 2 and a sea area of about 1.5 million km 2 . The 'backbone' comprises a double chain of six major islands: Choiseul, New Georgia, Isabel, Malaita, Makira and Guadalcanal, on which the capital, Honiara, is located. The population in 2007 was estimated at 567 800 (Central Intelligence Agency 2007) . Over 83% of the population live in rural areas where subsistence agriculture, fishing and food gathering are the main sources of income (Solomon Islands Government Statistics Office 1999) .
At independence from Britain in 1978, SI was a low-income, aid-dependent country with poor health and welfare indicators; it still has many of these features. Limited education, especially for rural communities and women, has been characteristic (UNDP 2006 In 2003, Australia and a range of other countries were 'invited' by the SI government to establish the Regional Assistance Mission to the Solomon Islands (RAMSI) to defuse the situation. RAMSI sought to strengthen governance, stabilize government finances and operations, revitalize the courts, rebuild the prison systems and strengthen the police service. According to the Australian Government, it also sought to build capacity and create the conditions necessary for a return to stability, peace and a functional, growing economy (Commonwealth of Australia 2003). In the health sector, Australian engagement was focused through the Health Institutional Strengthening Project (HISP).
This research sought to examine how, and by whom, psychosocial and mental health needs were identified and responses determined in SI after these experiences of internal conflict. Underpinning the study was a concern to learn from national experiences and to help build more effective mental health policy and systems into the future.
Methods

Research approach
This case study forms part of a larger project involving two national case studies (SI and Timor-Leste), each spanning policy, service and community ( Figure 1 ). The case study approach was chosen to facilitate examination of the influences on psychosocial and mental health policy given the diversity of the countries in culture, colonial history, level of development and experience of conflict. This paper covers the key policy-related questions studied in SI, which focused on understanding how, and by whom, psychosocial and mental health needs were identified and DECISION-MAKERS, DONORS AND DATA responses determined and who and what shaped the emerging psychosocial and mental health policies (Box 1).
Data sources and analysis
Data were sourced through perusal of the relevant literature and interviews with key informants. Relevant published literature on mental health in SI and Pacific Island countries was sought, although there was a notable dearth. Unpublished documents (so-called 'grey literature') concerning development, governance, policy, planning and health were also sourced and reviewed, including more specific Ministry of Health (MoH) and other agency documentation. All these materials helped build contextual understanding, identifying the key actors and organizations, the processes through which policies and services were established, and key policy developments.
Semi-structured interviews were conducted with 16 key informants from government, bilateral and multilateral institutions, local and international NGOs and the media. Informants were purposively selected for their ability to shed light on the processes of policy formulation and implementation. Interviews covered the key questions (Box 1) while allowing detailed exploration of issues to maximize insights from informants. Interviews were digitally recorded, transcribed, verified, and coded using NVivo 7. A national workshop with local and national stakeholders provided an opportunity for member-checking and assessment of the face validity of the analysis, and stimulated debate around the implications of the research for policy and practice.
Results
Analysis revealed two primary categories of findings: a sequential history of mental health service and policy development, and a detailed overview of the influences impacting on this development: socio-cultural issues; bureaucratic motivation; emerging evidence; political, security and economic concerns; and international aid. The discussion which follows draws on these issues to highlight the influences which helped place mental health policy on the agenda and assisted in driving it forward.
History of mental health and psychosocial policy and services in the Solomon Islands Mental health and psychosocial services developed gradually over four decades. Formal mental health services in SI date back to 1950, when an asylum was established in Honiara. It was principally a place for custody of persons considered a danger to society or unable to care for themselves. Day-to-day care was provided by untrained staff, with weekly visits by a doctor. The Mental Treatment Ordinance (1970) was introduced ''. . .for the safety of society. . . rather than for the welfare of those affected. . .'' (P1, policy maker 2 ). In 1977, the Government built a 15-bed mental hospital in the grounds of Kilu'ufi Hospital in Auki, Malaita Province. In 1984, 12 new beds, funded by the British High Commission, were added to accommodate female patients. Like its predecessor, the facility lacked qualified mental health staff and adequate resources. The largely custodial care was provided by general nurses and nurse aides with medical support.
In 1988, as part of a policy to make mental health services more accessible and acceptable, the MoH resumed responsibility for the facility from the provincial medical service, and it was renamed the National Psychiatric Unit (NPU). During the 1990s the country's first community mental health service was established in Honiara, together with attempts to recruit nursing staff as psychiatric co-ordinators in the provinces. In 1996, the Ministry started sending registered nurses for psychiatric training in Papua New Guinea (PNG). The number of qualified psychiatric nurses increased steadily, from three in (Orotoloa et al. 2006) . Since then, although the mental health workforce has expanded with the creation of additional nurse and nurse-aide posts, no further personnel have been sent for specialist training. There are currently no local psychologists, social workers or occupational therapists in the mental health workforce, aside from occasional overseas volunteers. Several hundred general nurses have undertaken in-service mental health training, but little is known about the application of such knowledge and skills.
At different times the mental health services have been led by nurses and, for short periods, medical staff. In 2001 the lead position was titled 'Chief Nursing Officer, Psychiatry', highlighting the nursing background and leadership position envisaged. The Director at the time of study was an experienced and highly regarded psychiatric nurse with a Masters Degree in Nursing Administration.
In 2005 Public social welfare services in SI date back to the mid-1960s, when increased urbanization brought concern for vulnerable groups. Services were initially focused on Honiara, provided by the City Council. Coverage was subsequently extended and services brought under the MoH. During the early 1970s, responsibility shifted between Health and Home Affairs, eventually coming back to Health, where it remains and is one of the smallest divisions with a total of 10 posts. The Social Welfare Division (SWD) provides juvenile justice and family welfare services, and plays a limited strategic or policy-setting role. The social and welfare needs of the country are mainly met on an ad hoc basis through the churches and civil society organizations (Solomon Islands Ministry of Health & Medical Services 2005a).
None of the many NGOs in the SI focus specifically on mental health although a range of churches, NGOs and some UN agencies deliver some interventions, ranging from a focus on counselling to community development, women, youth and families. 3 Trauma support was provided to people in Guadalcanal and Malaita affected by the conflict (Baron 2004) ; most programmes were based and focused on Honiara although some had a provincial presence.
Influences on mental health and psychosocial policy in and after conflict
The key influences on mental health and psychosocial policy can be classified into six broad groups: socio-cultural issues; bureaucratic motivation; emerging evidence; political and security issues; economic concerns; and international aid. All had some relevance to the context in which mental health policy change occurred, its content, the processes employed and the range of actors and institutions involved (Box 2).
Socio-cultural influences
Although SI society has followed traditional Melanesian cultural patterns, the research revealed socio-cultural factors reflecting the changing context due to processes of modernization and change. The 'wantok' (literally 'one-talk') system permeates social relations at family and community levels; extended family obligations have been prioritized over individual needs or responsibility to the workplace or government. We found a great diversity of island and language groups, with over 90 indigenous languages and dialects spoken in addition to SI Pijin and English (the official national language). Traditional allegiances have remained strong: ''. . . Basically, although colonisation came, you still maintain those tribes. So we're living in two worlds if you like -yes, we are Some tribal groups are matriarchal, others patriarchal. Gender roles are clearly prescribed, as are the roles of young people. Women and men experienced and responded to the conflict and its sequelae differently (see also Blignault et al. 2009 ).
In the villages, young people with limited education and high expectations have had few opportunities for employment and participation in decision making, and many have moved to Honiara. Issues affecting youth, notably increasing levels of substance abuse and premarital sex, have posed challenges to government and a health sector anxious to prevent the spread of HIV/AIDS. With 40% of the population below the age of 15 years (UNDP 2008) , and nearly the highest fertility rate in the Pacific (Leahy et al. 2007) , it is a ''frustratingly young society'' said a Solomon Islander from a local NGO (P6). Youth disaffection is a major concern. Although traditional authority structures were already beginning to break down, assisted by the processes of urbanization and globalization, after the tensions; a lot of young people ''just followed their mind, whatever they wanted they could do'' (P4, journalist).
Emphasis was repeatedly placed upon the major transitions underway in society:
''. . . it's a transition period in the Solomon Islands between a very collective society, with adults still taking a very collective approach, to young people who are actually highly transitioning into an individualistic society and all the needs and all the demands that come with that that aren't being met.'' (P7, expatriate NGO worker)
Patterns of help-seeking for both physical and mental disorders are shaped by traditional beliefs (Solomon Islands Ministry of Health & Medical Services 2006) . The latter are often attributed to witchcraft, sorcery and the breaking of taboos (Farobo 1992) . In recent years, there has been increasing recognition that health services are only one of the many resources consulted by people, and this is often done late: ''We're the last resort; if everything else fails they come to us'' (P5, health official).
Socio-cultural issues influence both the composition of the policy-making group and the attitudes and values brought to the task of policy making. In 2006, all members of the national parliament and the great majority of senior public servants were men. The 'male dominated health system' reflected the male dominated society. In our study, the NGOs seemed more attuned to the needs of women and youth.
Obligation to wantok is taken seriously by all Solomon Islanders at all levels of society. In other respects, however, indigenous community structures and practices, including traditional community mechanisms for coping with stress, have largely been overlooked or ignored by policy makers. The government has expressed an interest in strengthening the chiefly system, and the MoH has acknowledged traditional beliefs as having a major impact on utilization of services, particularly in the provinces (Solomon Islands Ministry of Health & Medical Services 2006) .
Civil society played a limited role in setting the agenda, but contributed substantially by working with community structures to provide community-based counselling, and attended to issues affecting women, youth and children. The media provided a voice for civil society and focused some attention on the need to reassess development priorities and practices.
The Church, an important and widely respected institution in SI, was also not influential in driving policy, but played an important role in bolstering peripheral services. The Roman Catholic Archbishop of Honiara established the Trauma Support Program, now run by one of several NGOs funded by the Australian Agency for International Development (AusAID). In 2000, ''he (recognized how) the ethnic tensions affected the people . . . and started looking for someone from outside to come and work with us in the Solomons . . . '' (P3, NGO worker). Many senior bureaucrats were also senior church members.
Both indigenous and expatriate informants stressed the importance of appreciating the impact of culture, including wantok, within development settings: '' . . . That's where some development processes miss out because they have not been able to understand the context, the localities, the struggles and the situation we find ourselves in . . . '' (P8, bureaucrat).
The influence of bureaucratic motivation
The total health budget was not large, equivalent to 5% of GDP (WHO 2005) , and many important issues competed for attention, such as malaria and maternal and child health. Key individuals within the MoH and its Executive played an important role in promoting attention to mental health and wellbeing. In particular, leadership and advocacy by the locally respected director of the mental health service, and his predecessors, facilitated movement from a custodial to a community-based model of care and rehabilitation. The 1999-2003 National Health Plan (Solomon Islands Ministry of Health 1999) reflected a shift in focus away from hospitals towards primary care. Although limited attention was devoted to psychosocial and mental health issues, these resurfaced in relation to the ethnic tensions with the associated RAMSI intervention and health reform agenda, and support for mental health, social welfare and community-based rehabilitation was present. A clear agenda was identified, including better coordination and integration of services, improved links with NGOs and churches, and a greater focus on prevention.
In the National Health Strategic Plan 2006-2010 (Solomon Islands Ministry of Health & Medical Services 2006) the public health objective to '[s]trengthen social welfare, mental health and community-based rehabilitation and their community-focussed approaches' echoed broader government policy. Senior policy-makers continued to emphasise integration, including a multi-sectoral approach to mental health and psychosocial issues. A senior policy-maker (P9) told us: ''Our challenge now is . . . how best could we make sure that these issues and the policy could be equally recognised within the whole government?''
The influence of evidence and research In SI the burden to individuals, families and society associated with mental disorders has become increasingly apparent (WHO 2002) . A senior policy-maker (P9) remarked: ''Since 1998 I could see a trend emerging of mental health and psychosocial health problems increasing side to side''. Arguments for directing attention and resources to this area were based on an increase in the number of patients seen by the mental health services, including severe mental disorders, substance-related disorders and post-traumatic stress disorder ( External assistance helped place information and data in the public domain, enabling debate. The reports prepared by foreign consultants for UNICEF (Baron 2004) ''I think it's important to have data as evidence to drive our planning processes and then base our discussions on evidence rather than just talk without any verification or justification as to fact . . . All sectors must have a data mechanism in place to support the decision-making in policy, in planning, at programme level.'' . From a health service perspective, the concern was even broader: ''the tension caused the collapse of the health system'' said a policy maker (P10). Amongst the difficulties experienced had been disruptions in health worker payments, limitations in supplying medicines and closure of some services (Malefoasi 2003) . The National Psychiatric Unit was closed for 9 months, while services at the 'Psychie Clinic', the community-based service in Honiara, were reduced Socio-political and security challenges led to external intervention, notably through RAMSI. On the back of this security and peacekeeping initiative was ostensibly attention to broader issues of governance and development, albeit with significant limitations (Moore 2005) . Nevertheless, reflection during this period provided an opportunity to consider how best to address the determinants of mental health and prevent the recurrence of violence (a concern heightened by riots that followed the election in 2006). An emphasis on young people and on rethinking the pattern of development investments surfaced, along with greater emphasis on equity.
DECISION-MAKERS, DONORS AND DATA
Disaffection with leaders of a new government established after elections in April 2006 led to riots in Honiara, with the Chinese commercial sector being especially targeted due to a perceived nexus with national politics. This renewed instability undermined confidence and rekindled anxieties among vulnerable groups, especially women and those affected by past violence. To some, it seemed that the earlier conflict had increased the sensitivity of people in Guadalcanal to corruption and wrong-doing, and their readiness to react with violence.
Within the broader security context, several of our informants recognized the need to develop links across cultural and other divides, and to take these issues into account in planning services. ''Not all Solomon Islanders are enemies'' a Solomon Islander from a local NGO (P6) told us. Informants also recognized the potential of strategies that promote healthy lifestyles and ''a healthy mind'' in reducing the likelihood of future discrimination and conflict.
Thus the context of security needs and reform reinforced efforts to address mental health issues with a focus on the entire population and a particular emphasis on young people.
Economic influences
The SI are among the poorest of the Pacific Islands (UNDP 2006). Ongoing economic challenges are significant and, combined with migration to urban areas, present new hurdles to psychosocial wellbeing and mental health:
''You have people coming together, moving together, mobility . . . I think that's one of the major causes of mental illness in this country-where people are. . . Economic drive can do all sorts of things to people. One of the things . . . is break down families and break down communities for the sake of moving forward. But when you talk about any development, how many times do we say what will this kind of development do, or how will this kind of development affect the mental state of people?'' (P1, policy maker)
Earlier gains in education and health were eroded by the conflict and subsequent social and economic collapse. Major economic activities, notably large oil plantations, gold mining, logging and some significant agricultural schemes in Guadalcanal, closed following the 1998-99 violence (UNDP 2004) . While there has been some emphasis on young people and rural areas, projects have often not been appropriate or sustainable:
''We keep on going 'Oh, we're going to have rural approaches to young people' but they don't want to be pig farmers. Even if they did it wouldn't work, we've tried it before. . . We're 20 years behind the whole pigs and chickens approach to economic advancement, it doesn't work.'' (P7, expatriate NGO worker)
Responding to social and economic changes presents a major challenge for the government, development agencies and donors. The government is ''very aware of the volatility of frustrated, disengaged and alienated communities'' (P1, policy maker).
External influences and international aid
Internal conflict led to foreign intervention. Together, RAMSI and HISP promoted enhanced security and the resumption of services. One HISP expatriate advisor explained:
''When RAMSI came in we actually had an avenue to get drugs and supplies out because they had the planes and the helicopters and the boats. Nothing else was working. . . RAMSI brought in a whole heap of control mechanisms . . . People, particularly nurses, felt safe to come to work.'' (P10)
The same advisor described how, once the situation stabilized, evidence of the effects of conflict became apparent:
''For me it was very much displaced people and the mental health issues or the psychosocial issues that came with that . . . (In the hills around Honiara) I would have seen four or five different major groups of displaced people . . . '' HISP played a valuable role. Some members ''had worked in conflict zones before and understood the impact, particularly at the population level, on populations that probably previously had pretty good mental health . . . also there were a couple of professionals on the team who had worked in mental health'' (P2, expatriate advisor). Recognizing the need and opportunity, the HISP team worked to raise the profile of mental health and psychosocial issues within the broader health agenda. This complemented the voices, in national health conferences and other fora, of provincial health workers who identified the need to address psychosocial distress at community level, where it often presented in the context of family violence and substance abuse.
The donor community concentrated on promoting a more stable macro-economic, security and development environment, but also sought to reinforce government leadership through identifying and responding to unmet need and enhancing reform opportunities. Technical advice and funds underpinned government initiatives.
During and especially after the conflict, some of the donors worked with the SI government and the MoH to address psychosocial and mental health issues. Medium-term commitment provided opportunity for relationships of trust to be developed between expatriate and indigenous decision-makers.
While the restoration of law and order was widely welcomed, in subsequent years the RAMSI intervention itself became a source of disaffection and stress; concerns were raised that not all parties had been brought to justice and aid and services were not being fairly distributed. The following exchange with a local development worker is illustrative: P11: ''I think the thing that happened is that people felt that the government is not giving enough attention to the provinces, and this belief that people in the hierarchy have been bought-off . . . '' Interviewer: Mistrust in the leadership . . . ? P11: ''Yes, lots of corruption and that sort of thing. People feel that a lot of aid is coming to the country but they are not seeing a difference in the communities.'' Thus, political tensions led to conflict and instability, which in turn were associated with psychological distress and social unrest. The RAMSI initiative led to enhanced security, new resources, new leadership and support to reform, including in health as manifest by the partnership between HISP and the MoH. (WHO 2002) . In SI concern for the psychosocial needs of children and youth post-conflict led to a UNICEF situational analysis and strategic plan (Baron 2004 ).
Some of the external influences did not necessarily fit comfortably, locally:
''When we talk about rights . . . it certainly doesn't seem to fit culturally. That's been a poor approach in our understanding in how to communicate rights.'' (P7, expatriate NGO worker)
The World Health Organization played a modest but supportive role over a 20-year period. International agencies and NGOs attracted additional funding and expertise and provided a base with which government could interact. For a short time, the Psychosocial Network, endorsed by UNICEF and supported by AusAID, provided an important forum for stakeholders, and supported training for counselling at community level.
Policy makers found it difficult to confront foreign donors and advisors whose main concern may be short-term impact rather than sustainability. This reflects the broader asymmetry in power which often characterize donor-recipient country relationships. One expatriate advisor (P12) remarked: ''It requires confrontation, standing up and negotiation, which often happens in a roundabout way in this culture''. An SI policy maker agreed, suggesting that nationals may be disadvantaged in their relationships with international actors:
''We don't have the strength. We are a little bit naïve about many things and are easily exploitable. We are vulnerable and we give away ourselves too much. We smile too much to everybody. We're too kind. We're just vulnerable.'' (P1, policy maker)
Discussion
This paper describes how mental health and psychosocial issues found their way onto the national health and development agenda in SI. Key policy drivers were the three 'p's often associated with agenda-setting: the problem, in this case the growing awareness and concern with mental health; the politics, here the instability and violence; and the policy, the ability to respond and improve systems and service provision. In taking these forward, they were underpinned by, and benefited from, support also from three 'd's: data in the various forms of evidence including that from research; decision-makers in relation to the bureaucrats and politicians who sought to address mental health; and donors who supported health reforms and enhanced systems, including those for mental health. Together these helped shape the policy agenda and progress it.
Policy development was a process of incremental change, building upon a longstanding but limited concern with mental health and social welfare, along with strong advocacy from within the small mental health service. Armed conflict and ethnic tensions from 1998-2003 were followed by recognition, at least among health-related policy makers and service providers, of unmet mental health needs and psychosocial problems. Earlier advocacy by the World Health Organization around mental health (WHO 2001) may have played some part in underpinning these efforts. Additional support and impetus was garnered through the positioning of key health leaders, some of whom had been trained in population health. These individuals, embracing a population mental health approach DECISION-MAKERS, DONORS AND DATA and working with external support, drove the agenda. Contextual factors, notably further violence in 2006 and a growing youth population, along with emerging international and local evidence, intensified efforts.
Dramatic changes in the political, economic and security environments focused policy attention on prior experiences of collective violence, the inadequacies of earlier development strategies and the need to engage with a wider range of development partners. Political fragility reinforced the need to address root causes, among which were unequal development, poor governance, and socio-cultural change. The latter was most apparent in relation to young people who have an increasingly tenuous link to traditional structures and expectations; greater exposure to alternate ways of living, behaving and relating; increased exposure to alcohol and drugs; inadequate access to education, training and employment opportunities; and increased migration to urban areas. Concurrently, the government recognized that 'right ways' of thinking and behaving require attention and support at community, provincial and national levels.
National actors built their case around the community burden and the limited public sector response to psychosocial wellbeing and mental health issues. The conflict and its aftermath focused attention on the impact of collective violence: increased post-traumatic stress disorder, substance abuse and suicide; unmet care needs of those with serious mental illnesses; and the value of supporting community responses to psychosocial distress. More recent recognition of the political, economic, social and cultural determinants of health, and of development failures which, if not addressed, risked undermining both psychosocial wellbeing and national security, also played a part. Failure to address the psychosocial concerns of young people was seen by influential policy-makers as potentially explosive.
The availability of international forces and donors funds, in large part associated with RAMSI, assisted in restoring stability, and also facilitated a review of governance and service delivery in sectors such as health. External engagement provided some space in which reflection could take place and new policies, strategies and responses could emerge. External agencies (multilateral, bilateral and non-governmental) provided some support to building capacity and systems, providing extra resources (time, funds, people and technical advice) through which attention to psychosocial wellbeing and mental health issues could occur.
The bureaucracy within SI, probably as a result of increased professionalism, more skilled staff and possibly closer relationships with expatriate advisers and technical experts, identified the importance of various forms of evidence to help drive decision-making. This illustrates the value of efforts to promote evidence-informed policy (Alliance for Health Policy and Systems Research 2007). Better trained civil servants demanded information and data with which to help shape public policy decisions and guide the ministers, who otherwise were more influenced by patronage, wantok and other less 'objective' criteria.
Not only has the agenda shifted, but so too has the content of policy (Solomon Islands Ministry of Health 2001; Solomon Islands Ministry of Health & Medical Services 2005b) . There has been a welcome shift in focus from custodial care and protection of individuals and the community (already underway before the conflict) to community-based services. Across the health sector, there has been greater awareness of the need to embed mental health within the primary health care framework, as well as to consider prevention and mental health promotion (Solomon Islands Ministry of Health & Medical Services 2006) . Increasing recognition of community needs and perspectives (Blignault et al. 2009; MacLaren et al. 2009 ) will reinforce a trend to ensuring that policy and services are respectful and responsive to communities.
The experience of SI echoes some of the observations from other settings. In Cambodia (Stockwell et al. 2005) , Bosnia Herzegovina and Kosovo (De Vries and Klazinga 2006) , the cessation of conflict led to an inflow of donor interest and resources, and opportunities to establish and or/reform the mental health system and associated policies. In both those settings, the drive was primarily from outside, from donors; local ownership, and ultimately sustainability of change, was limited. This differed from the SI experience where donor support and some of the things that may accompany it, such as better data and political momentum to support policy change, were present, but these bolstered an already established albeit under-resourced mental health programme. Donor engagement in an appropriate context may be supportive, as opposed to distorting, and may enhance the confidence and capability of local bureaucrats, policy makers and service providers to promote change. This appears to be the case in SI, where local ownership and commitment, from the small number of key people involved, were strong.
Conclusion
This case study presents insights into the emergence of mental health and psychosocial policy in a small island state recovering from conflict. The policy analysis undertaken reveals a nationally driven and internationally supported move towards mental health promotion and wellbeing, with a high-level commitment to socio-cultural relevance. Mental health was seen as important for a variety of reasons: it represented a potential problem, was politically sensitive, and policies existed to address it, thus illustrating a clear example of Kingdon's proposition that three 'p's-problem, politics, and policy-come together to drive agenda setting (Kingdon 1984) . These insights were underpinned and reinforced, in this particular setting, by three 'd's: a range of national decision-makers who were sensitive to the issues, donor personnel and resources which were supportive, and data which highlighted the need to revise the policy and extend services-decision makers, donors and data. None alone is likely to have mobilized the momentum to develop and drive the mental health agenda forward.
The positioning of psychosocial and mental health issues is fragile, however, and remains dependent on demonstrating the links between poor mental health and issues of inadequate functioning, family and community instability and violence, and threats to national development. As in many developing country settings, providing an economic rationale for government and donor attention would help consolidate these issues on the national agenda. Over time, the ability to demonstrate that investments in psychosocial wellbeing and mental health lead to better health and social outcomes will, no doubt, be important.
